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It is interesting from time to time to stop 
and survey the evolution of things medical. 
To consider briefly tonight the development 
of the otolaryngologist, one notes that in the 
beginning, the tongue depressor and atomizer 
were the main instruments in his armamen- 
tarium. Since this time rapid strides have 
been made and from this inferior position, the 
specialty has advanced to a point which ranks 
favorably with other specialties in the field of 
medicine. This advance has been accomplished 
by an increased and increasing knowledge of 
the anatomy of the head and neck which has 
led to the devising of new instruments and 
the acquisition of skill in their use. Not the 
least of these is the bronchoscope. Interest in 
this field developed in the latter 1800’s and 
was primarily developed by otolaryngologists, 
the most outstanding being Killian, Mosher 
and the elder Jackson. 


However, this specialty within a specialty 


is even now being adopted by other groups. 


such as thoracic surgeons and gastroentero- 
logists. The chief reason for this, I believe, 
is that these groups, having a more intimate 
knowledge of the anatomy and pathology of 
the lung and gastro-intestinal tract, feel that 
they are better qualified to pass judgment on 
a case if they have made a personal exami- 
nation. This development is both understand- 
able and justifiable. 

Here in Charleston and in the smaller cities 
of the country where bronchoscopy may be 
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classed as being only occasional in nature, this 
tendency for other specialties to embrance 
bronchoscopy is not as much in evidence. 
However, the tendency will probably gradual- 
ly increase even in the smaller centers and I 
believe this development is a forward step in 
that the bronchoscope is made a more exact 
aid in diagnostic procedures. 

With these preliminary remarks, I take 
pleasure in presenting some of the more in- 
teresting cases encountered during the course 
of the past year in the endoscopy department 
of Roper Hospital. 


Case No. 8319 (X-ray A) 


J. M., a 26 year old colored male was admitted to 
Roper Hospital on May 5, 1942 with a history of 
having swallowed a loose dental bridge while asleep. 
He was having some pain on swallowing on ad- 
mission. 

He was first esophagoscoped under local anes- 
thesia on the night of May 5, 1942, but it was im- 
possible to dislodge the dental appliance which was 
just below the esophageal orifice. This was because 
of a spasm of the cricopharyngeus and the fact 
that the. metal prong by which the appliance had 
been attached to an adjacent tooth was imbedded in 
the esophageal wall. 


The following afternoon (May 6, 1942) he was 
again ’scoped, this time under general anesthesia to 
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secure relaxation of the cricopharyngeus. During 
this procedure the metal prong was broken off and 
removed. On reinserting the ’scope the dental bridge 
was found to have slipped on down the esophagus 
and presumably into the stomach, 

Shortly after his return to the ward the patient 
vomited the bridge while an attempt was being made 
to pass a feeding tube. 

The patient had an elevation of temperature to 
102.04 the next day, but this soon returned to nor- 
mal on sulfathiazole therapy. He was discharged on 
May 9, 1942, 4 days after admission. 


Case No. 7845 (X-ray B and C) 


H. W. F., a white male 41 years old was admitted 
to Roper Hospital on May 14, 1942 with a history 
of pain in the left lower chest which began about 
10 days before admission. X-ray on May 15, 1942 
revealed a large lung abscess in the left lower lobe. 

Bronchoscopy was done on May 18, 1942 to see if 
there was any direct communication of the abscess 
cavity with the left main bronchus. Although much 
pus was aspirated from the lower portion of the 
left main bronchus and was seen to be coming from 
the orifice of one of the lower lobe bronchi, no direct 
opening into the cavity itself was demonstrable. 

A thoracotomy was done on May 26, 1942 and 
the abscess drained externally by Dr. Kredel. The 
patient made an uneventful recovery. An X-ray on 
Jan. 5, 1943 showed “remarkable improvement with 
little or no infiltration of the left lower lobe.” 


Case No. 7229 


A. L., a 2 year old white male was admitted from 
the Navy Yard Hospital in March, 1942. He had 
had marked dyspnea during an attack of acute 
laryngo-tracheobronchitis and a tracheotomy was 
done. Several nights later the patient again became 
dyspneic and the wound was enlarged to admit a 
larger tracheotomy tube. This tube had been in 
place about a month and attempts at decannulation 
at the Navy Yard Hospital were not successful. He 
was admitted to Roper for further study. 

During his stay at Roper attempts were made to 
block off his tracheotomy opening gradually but 
complete blockage could not be effected because of 
recurring dyspnea. 

Direct laryngoscopy under local anesthesia on 
April 28, 1943 revealed an adequate glottic chink, 
but some subglottic atresia. 

This case was referred to Dr. Clerf at Jefferson 
Hospital for laryngeal dilatations. A recent report 
from him states that despite an attack of scarlet 
fever, his condition is showing gradual improve- 
ment. He has not been decannulated yet, but is de- 
veloping a speaking voice. It is hoped that with 
continual dilatations, the tracheotomy tube can be 
eventually removed. 

Case No. 13454 


D. S., a white female child 2 years old was ad- 
mitted on Oct. 18, 1942 with a history of a cold 
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for the past week, then respiratory difficulty for 
the past 24 hours, growing progressively worse. 

Examination revealed the child to be restless, in 
marked respiratory distress with retractions of 
suprasternal notch and rib interspaces. The patient 
was taken to the Operating Room and under no 
anesthesia a direct laryngoscopy was done revealing 
a markedly inflamed and edematous supraglottic 
area and a marked narrowing of the glottic chink. 
No membrane was present. A 4 mm. bronchoscope 
was introduced and a tracheotomy done under local 
anesthesia, the bronchoscope being left in place to 
maintain an airway until the tracheotomy tube was 
introduced. 

Sulfadiazine was administered post-operatively 
and the child had an uneventful recovery. The 
tracheotomy tube was removed Oct. 22, 1942 after 
having been blocked off for the preceding 24 hours. 
The patient was discharged on Oct. 23, 1942, five 
days after admission. 

The advantage of doing a tracheotomy with a 
bronchoscope in place is that an adequate airway is 
provided, permitting an orderly unhurried opera- 
tion in place of the hurried procedure that is usual- 
ly necessary. Also localization of the trachea is 
made easy by the light shining through the trachea 
from the distal end of the bronchoscope. 

One other advantage is that by relieving the child 
of the difficulty in respiration, one prevents apical 
lung tissue from ballooning up into the wound dur- 
ing labored respiration, thereby lessening the possi- 
bility of subsequent lung complications, as pneu- 
mothorax. 
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Case No. 9988 


F. B., a colored female 56 years old was admitted 
to Roper Hospital on Aug. 17, 1942 with a history 
of progressive difficulty in swallowing during the 
past month. 

Flouroscopic and X-ray examination revealed 2c 
definite irregularity of the outline of the anterior 
sur’»ce of the esophagus at the level of the base of 
the neck. 

Esophagoscopy was done on Aug. 24, 1942 and 
revealed a tumor on the anterior wall of the eso- 
phagus some 2-3 cms. below the cricopharyngeus. 
Biopies were taken and microscopic examination 
showed the growth to be an epidermoid carcinoma, 
grade I to II. 

A Janeway gastrostomy was done on Aug. 28, 
1943. A resection of the esophagus was contemplated, 
but it was decided to use X-ray therapy for a while 
preliminary to this. A moderate reaction of the skin 
developed during the course of treatment and the 
patient was discharged to return in 2 weeks. She 
has not returned for re-admission to date. 


Case No. 11093 (X-ray D) 


F. W., a colored female 9 years old was admitted 
to Roper Hospital on Aug. 9, 1942 with a history 
of having swallowed a safety pin a short while 
before admission. 

X-ray revealed the presence of an open safety 
pin with the point up in the esophagus at the level 
of the cricoid cartilage, i. e. at the orifice of the 
esophagus. 

An esophagoscope was introduced, the pin identi- 
fied, and removed with a ring rotation forcep. 

The patient made an uneventful recovery and was 
discharged three days later on Aug. 12, 1942. 


Case No. 5081 (X-ray E) 


W. deS., a 1% year old colored male was ad- 
mitted to Roper on Jan. 17, 1942 with a history of 


sudden respiratory difficulty which began while 


eating peanuts on the day of admission. 
X-ray of the chest showed definite atelectasis of 


the Right Upper Lobe with displacement of the 
heart and trachea to the right side. 
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The patient was bronchoscoped under local 
anesthesia the afternoon of admission and a half 
of a peanut kernel was found blocking off the right 
main bronchus just below the bifurcation. This was 
removed with grasping forceps through the bron- 
choscope. 


The patient made an uneventful recovery and was 
discharged four days later, on Jan. 21, 1942. 


Case No. 7258 (X-ray F and G) 


W. O’N. L., a 2 year old white boy from George- 
town was admitted to Roper on April 20, 1942 with 
a history of having “strangled” while eating a 
peanut about a month ago. Since then he has had 
a wheezing in his chest. Also has recurring attacks 
of dyspnea. 

The patient showed some lag on the left side, 
otherwise nothing of interest. 

X-ray showed the left lung to be over-aerated 
and there was displacement of the heart and media- 
stinum to the right. 

Bronchoscopy was done under local anesthesia 
on the day of admission and a half a peanut kernel 
was identified in the left main bronchus 1% cm. 
below the carina. The kernel was removed with 
grasping forceps. 

The patient made an uneventful recovery and 
was discharged on April 25, 1942. 

These two cases are of interest because they 
show two different types of lung pathology that 
developed as the result of the inhalation of the 
same type of foreign body—one an atelectasis pro- 
duced by a blockage of the main bronchus and the 
other an emphysema produced by a ball valve type 
of obstruction which permitted air to enter but 
not escape from the affected lung. 


Case No. 372 


E. H., a colored female was first admitted to 
Roper Hospital at 3 years of age on Aug. 16, 1941 
with a history of having swallowed lye 3 weeks 
previous to admission. After ingestion of the lye 
she was unable to swallow any solid food, but only 
liquids. Three days before admission she became 
unable to swallow even liquids. 

On admission she had besides her esophageal 
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involvement an acute bronchitis and a 4 plus Wasser- 
mann. 

Urinalysis showed a 2 plus acetone, but was other- 
wise negative. 

X-ray on Aug. 19, 1941 showed a normal chest 
and no evidence of esophageal obstruction with 
barium under the fluoroscope. 

Her acute condition subsided rapidly on the 
parenteral administration of fluids and she was 
soon being fed by mouth. 

She was discharged on Aug. 23, 1941 and re- 
admitted on Sept. 29, 1941. 

Fluoroscopic examination revealed an esophageal 
stricture at the level of the 6th dorsal vertebra. 

She was esophagoscoped under ether anesthesia 
on Oct. 7, 1941 which revealed multiple strictures 
of the esophagus. The record shows that dilators 
No. 1 and 2 were passed with much difficulty. 

Another esophagoscopy and dilatation was done 
on Oct. 14, 1941 also under ether. 

The patient was discharged on Oct. 16, 1941, be- 
ing able to take nourishment by mouth. 


The patient was readmitted on Oct. 29, 1941 
being unable to swallow liquids by mouth. A gas- 
trostomy was done on Oct. 31, 1941. By Nov. 20, 
1941 the wound was well-healed and retrograde 
esophageal dilatations were begun, the patient first 
swallowing a string with a lead sinker attached. 
At the initial dilatation the stricture was dilated 
up through No. 16 F. bougie. On Dec. 3, 1941 it 
was dilated up through No. 22, and on Dec. 12, 
1941 through a No. 28. By this time the patient was 
swallowing fluids by mouth and was discharged 
on Dec. 13, 1942 to return for further dilatations. 


For the next 3 months she was dilated every 2-3 
weeks with retrograde esophageal bougies through 
a No. 32 F. No further admissions are recorded 
after March 19, 1942. 


Comment 


An article in the December, 1942 Annals 
of Otology, Rhinology and Laryngology by 
Doctors Gellis and Holt gives an interesting 
report on treatment of lye inges.ion by the 
Salzer method, as employed in the Harriet 
Lane Home in Baltimore. 

This method advocates the passage of soft, 
tapered rubber catheters, closed at the lower 
end, filled with lead shot and corked above. 
They range in size from No. 14 to No. 34 
French. The bougies are passed with the pa- 
tient in a sitting position, beginning with a 
small size and increasing the size used until 
a No. 28 or No. 30 is reached or until diffi- 
culty is experienced getting the bougie down. 
The dilatations are begun at once unless there 
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is too much swelling of the mucosa of the oral 
cavity. In any event they are not postponed 
for more than four days. They are repeated 
daily for 2 weeks, then at increasing intervals. 

By this method only 2.5% of the patients 
developed strictures. 

In contradistinction to this method the policy 
usually employed at most hospitals now is to 
treat the strictures only if and when they de- 
velop. In both methods the burns are neutra- 
lized with a weak acid and treated with an 
emollient. 

By this latter method of treatment from 40 
to 50% of the patients develop strictures. 

Unfortunately, in this area the patient is 
usually not seen in the early stages, simply 
because the parents, who are Negroes in the 
great majority of the cases, apparently do not 
consider the accident serious enough for medi- 
cal care. The patient is usually not brought in 
until several weeks later and then only because 
he is having difficulty in swallowing. 

A gastrostomy is then usually necessary and 
after the wound heals retrograde esophageal 
dilatations are begun. After being dilated up to 
a 30 to 34 F, the gastrostomy wound is closed 
off and subsequent dilatations have in the past 
been done via the esophagoscope. 

After discharge from the hospital the pa- 
tients return at very irregular intervals for 
dilatations. They usually stop coming in too 
soon, the stricture re-forms, and there is a 
repetition of the above method of treatment. 


In order to prevent this irregularity of treat- 


‘ment at the Harriet Lane Home, they have 


adopted the policy of referring every patient 
to the social service department. Then, if 
necessary, the aid of the juvenile court is 
called in to enforce attendance. 

It would be wise to adopt some similar 
policy here. 

These cases serve to indicate some of the 
wide variety of uses to which bronchoscopy 
can be put, and it is hoped that the various 
departments will continue to cooperate in us- 
ing bronchoscopy as an added diagnostic and 
therapeutic aid. 
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Suppurative Appendicitis 
Case Report 


R. M. M.D. 
GREENVILLE, S. C. 


Fifty-six years have past since Reginald 
Fitz made surgical history by reading his 
paper entitled, “Inflammation of the Vermi- 
form Appendix.”* Since that time numbers 
of articles have been written on appendicitis, 
and many thousands of such cases have been 
operated upon. Perhaps everything that could 
be said, already has been said. Nevertheless it 
may be worth while, from time to time, to 
call attention to the rapid progress of this 
disease in the child; and to stress the diag- 
nostic difficulties. Even after the diagnosis 
has been made the degree of involyment is not 
known. 

Alfred Worcester has well said that in ap- 
pendicitis, “It is impossible to tell what cases 
are going to be bad.” Indeed, “Sometimes at 
the end of the first day it is later than the end 
of the first week.” “As a rule one expects 
nausea and vomiting early in the course of ap- 
pendicitis. It has been stated that these symp- 
toms are seldom entirely absent except in the 
very mild cases.”* Further the same authors 
point out that, “Suppurative appendicitis is 
marked by the evident constitutional involve- 
ment, the rise of pulse rate and perhaps of 
temperature, and other evidence of moderate 
septic infection.” 

The following case differs markedly from 
the typical, and is at variance with some of the 
above quotations. 


On Feb. 16, 1943 during the mid-afternoon I was 
called to see J. C. a white girl of eight years. On 
my arrival I found a child who did not look ill, 
and who seemed quite comfortable, but was in bed. 
There was no dyspnea, cyanosis, or jaundice, and 
she talked calmly and without effort. Her grand- 
mother said that she had been put to bed because 
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of some pain in the abdomen. 

There was nothing in the family or developmental 
history of importance, except perhaps, that at two 
years of age she had had a severe attack of scarlet 
fever with purulent otitis media, as a sequel. Further, 
during Dec., 1942 she had mumps. 

There was no history of any previous attack of 
appendicitis or digestive disturbance. Her appetite 
had usually been poor. She had never had any 
vomiting spells. On the day preceding my visit she 
had several loose bowel movements without any 
known cause, but didn’t seem ill. On the 16th she 
went to school but came home early because of 
abdominal pain. She walked, but with difficulty. 
There was no vomiting. She went to bed at once 
and ate nothing. For a time the pain was constant 
and then ceased. However, the whole abdomen was 
sore. My visit to the house was three hours after 
her return from school. At that time her whole 
abdomen was tense, but on the right in the lower 
portion there was considerable resistance bordering 
on rigidity. The examination of the throat and chest 
was negative. The temperature by mouth was 101.2 
and pulse 110. Although she denied that the pres- 
sure on the abdomen caused pain, yet she screwed 
up the muscles of her face, and drew up her legs. 


The tentative diagnosis of appendicitis was made. 
The following orders were left :—nothing by mouth, 
complete rest in bed, and an enema. She was seen 
several hours later at which time the rigidity of the 
right abdomen was more marked; although there 
was less abdominal pain. At this time the urine was 
found to be negative. The white blood count was 
17,000 with a “poly” count of 82, lymp. 17, and 
trans. I. After an examination, Dr. R. L. Cashwell 
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concurred in the diagnosis of appendicitis and ope- 
rated upon her at 10 P. M., at the Greenville General 
Hospital. 


A laparotomy under ether was done. There was 
no difficulty in finding and delivering the appendix. 
This was markedly congested, quite rigid and later, 
on being opened, had considerable pus in its lower 
portion. A culture from the pus within the ap- 
pendix, showed the colon bacillus and the staphy- 
lococcus. During her hospital stay of six days the 
temperature ranged from 101-98.5, the pulse 120-80, 
and the respiration from 24-18. She made an un- 
eventful recovery. Twenty days after the appen- 
dectomy she returned to school. At no time before, 
during or after the operation did this little girl 
seem dangerously ill. Yet delay would undoubtedly 
have produced rupture of the appendix, and prob- 
ably peritonitis. This might have brought about a 
fatal termination. 
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SUMMARY 


1. A case of suppurative appendicitis in a 
child has been briefly reported. 


2. The course of the disease was unusually 
rapid. 


3. The diagnosis was based almost entirely 
on the rigidity of the abdomen and the leu- 
cocoytosis. 
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Lympho-Epithelioma 


Greorce R. Laus, M.D. 


Cotumsia, S. C. 
(with a discussion by Robert J. Reeves, M.D., Durham, N. C.) 


Lympho-epitheliomas are branchiogenous 
entodermal tumors with infiltrative growth 


(Ferreri). They appear near the tonsils and 
in the pharynx and larynx. These tumors are 
supposed to be a very great rarity, but better 
diagnosis seems to prove that such cases are 
not infrequent. A. Schmincke reported 5 cases 
in his paper in which he directed attention to 
the histological peculiarities of these particular 
tumors. The tumors are characterized by inti- 
mate connections between the _ prolifierating 
epithelium and lymphocytes and have a diffuse 
infiltrating growth (Schmincke). 

G. B. New, A. C. Broders and J. H. Child- 
rey report 1393 patients with lymphosar- 
comata and highly malignant epitheliomas of 
the pharynx and base of the tongue which 
they observed during a period of 14 years at 
the Mayo Clinic. Only 624 cases were diag- 
nosed histologically, of which 78 were lympho- 
sarcomata, 267 squamous cell epitheliomata, 
grade 4, and 279 squamous cell epitheliomata, 
grade 3. New calls the epitheliomata and other 
transitional cell sarcomas of the literature, high 
grade squamous cell epitheliomata. He found 
that these tumors are seven times as frequent 
as lymphosarcomata. Half of them are located 
in the naso-pharynx; 84.2 in males with the 
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average age of 52 years. However, it occurs 
in younger people and his youngest patient 
was only 3 years of age. It is important to 
note that in 24.7 cases the first symptom was 
an enlargement of the cervical lymph nodes, 
and 71.4 of all the cases had cervical matas- 
tases. 

Like Jovin, New and associates, do not give 
a very good prognosis. The life expectancy of 
treated cases averaged 42.7 months, and the 
untreated cases 17.9 months. 96% of all his 
cases died of malignant process; 84.5% of 
the local lesion. 

F. A. Figi recommends electro-coagulation 
and radium treatment, however H. E. Martin, 
New and associates seem to favor X-ray and 
radium treatment. (See discussion about 
treatment by Dr. R. J. Reeves at the end of 
this paper. ) 

One rather characteristic case of a lympho- 
epithelioma recently observed is reported. 

Mr. R. M., an 18 year old white man, was first 
seen in May, 1942 with a complaint of painless 
swelling of the lymph-glands on either side of his 
neck. This condition developed gradually since about 


4 
\ 
o 
° 


August, 1943 


Excised Lymph node, X 23 
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Excised Lymph node, X 915 


Oct., 1941 and reached such an enoromus degree 


that he was unable to hold his head up straight. 
His head was held in a position slightly bent forward 
and slightly to the right, and its movements to 
either side were reduced to a minimum. The family 
history as well as the previous history were irrele- 
vant. 

The physical examination revealed a well de- 
veloped robustly built young man. The lymph-nodes 
just below the right ear up to the lower third of 
the neck, were forming one big hard indolent mass 
of the size of a man’s fist. The swelling of the 
lymph-nodes on the left side were similar to the 
ones on the other side, but of a lesser extent. The 
ear drums were normal but the Rinne and Schwa- 
bach were slightly impaired on the right in com- 
parison to the patients left ear. The nose and 
tonsils did not show any pathology. The mirror 
examination revealed a tumor of the size of a 
cherry seed in the naso-pharynx, located in the 
groove between the right side wall and the roof of 
the pharynx, between the tube ostium and _ the 
choana. This growth had a grayish color with a 
slightly yellow tint. This color difference from the 
surrounding tissue directed the attention to this 
small tumor at first. The other physical findings, 
X-ray of chest, Wassermann, blood picture, urin- 
nalysis, etc., were negative. 

In local anesthesia with pontocaine a biopsy with 
a curved forceps was performed. Since the location 
of the suspected tissue was technically difficult to 
approach, the soft palate was pulled forward with 


a palate elevator, and under guidance of the mirror 
a piece of tissue could be excised without any 
particular hemorrhage. About a month before the 
patient came to me a lymphnode from the neck 
had been removed and a diagnosis of a metastases 
made. Since the primary focus had not been recog- 
nized there were no chances for a successful treat- 
ment. The section (Dr. Kenneth M. Lynch, Medical 
College of South Carolina) showed the malignant 
epithelial growth consisting of large undifferentiated 
rounded cells with large nuclei in cords among 
which are trabeculae of lymphocytes (see ill. No. 
1 and 2). Other section showed inflammatory 
papillomatous structure of the pharynxgeal mucusa. 
The previous excised lymphnodes showed the same 
type of this malignant epithelial growth. The patho- 
logical diagnosis was a lympho-epithelioma of the 
pharynx. 

After the diagnosis of the location of the pri- 
mary tumor was established the patient was treated 
with X-rays by Dr. R. J. Reeves at the Duke Uni- 
versity Hospital, Durham, North Carolina. At his 
advice the tonsils and adenoids were also removed. 
The swelling of the lymphnodes subsided after the 
treatment, and the patient was able to resume his 
work again. Frequent checkups and X-ray plates 
of the chest, where as a rule the first metastases 
are located, were negative. When last seen in 
January, 1943 a slightly suspicious place in the 
region of the primary tumor was detected and a 
few more X-ray radiations applied. 

This case shows again the necessity of thorough 
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examination even of the most inaccessible parts 
of the pharynx in search for pathology. It also 
demonstrates the superiority of the old fashioned 
mirror examination to the pharyngoscope, because 
the visual field is larger and a comparison with 
neighboring tissue easier. 


SUMMARY 


After a short review of the literature of 
lympho-epithelioma tumors in a discussion of 
their frequency a report of a typical case fol- 
lowed. 
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DISCUSSION 


Lympho-epithelial tumors show the struc- 
ture relating to bronchial pouches. They occur 
chiefly in the epipharynx and mesopharynx. 
They are particularly sensitive to irradiation. 
They do not cause serious clinical symptoms 
until they have grown to such a size that they 
cause mechanical disturbance. In the early 
stages, palliative results are often very good. 
In the last stages, there is extensive ulceration 
of the tumor with infiltration of all the region, 
enlargement of the glands, and distant metas- 
tases. 

Roentgen irradiation is the method of choice 
and surgery is contra-indicated on account of 
the danger of disseminating tumor cells. The 
roentgen dosage must be larger for tumors 
of epipharynx than for those of the meso- 
pharynx and larynx because of the greater 
depth of focus. The dosage depends primarily 
on the reaction of the tumor. Bilateral fields 
are treated, beginning at the base of the skuil 
as frequently there is extension into the base. 
Usually the two lateral fields are treated daily 
—150 roentgens to each side; a total of 2000 
to 3000 roentgens are given to each side re- 
ducing the fields as treatment proceeds. A 
third intraoral field may be given with 150 r 
daily, 0.5 mm. copper filter, and 200 kilovolts. 
Careful observation of the reaction is parti- 
cularly important. 

With early and correct treatment, the prog- 
nosis is comparatively good and a certain 
number of patients may be cured. 

Robert J. Reeves, M.D. 
Durham, N. C. 


DEATHS 

Dr. Frank R. Geiger, 79, died at his home 
in Columbia, July 18th. He was a graduate 
of Lincoln Memorial University Medical De- 
partment, Knoxville, Tennessee, Class of 1893. 
Dr. Geiger practiced medicine in Richland and 
Lexington counties for a period of fifty years. 
He is survived by two sons and one daughter. 


Dr. Charlton Edwin Gamble, 62, of Turbe- 
ville, died at the Tuomey Hospital in Sumter 
on July 10th. He was a graduate of the Medi- 
cal College of the State of South Carolina 


(1907). On completing his medical Education 
he came back to Turbeville and practiced his 
profession there until he became sick a week 
before his death. Dr. Gamble is survived by 
his widow and four children. 


Dr. Stephen Wiley Williamson, 72, of 
Dovesville, died July 14th at The McLeod In- 
firmary, Florence, S. C., after a long illness. 
Dr. Williamson was a graduate of the College 
of Physicians and Surgeons, Baltimore, in 
1904. Surviving are his widow, two daughters 
and one son. 
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LOST—ONE SEAT 


South Carolina has lost one of her seats in 
the House of Delegates of the American Medi- 
cal Association. For the next three years our 
state medical association will be entitled to 
only one official delegate. This action came as 
the result of the reapportionment of delegates 
at the recent meeting in Chicago. According to 
the minutes of the House of Delegates of the 
American Medical Association, June 7-9, 1943, 
(a part of the report of Reference Committee 
on Reapportionment) ; 

“The By-Laws specifically provide that the 
total membership of the House of Delegates 
shall not exceed 175. The total membership 
of the Association on April 1, 1943, as record- 
ed in the office of the Secretary was 122,741. 


“On the basis of one delegate for each 965 
members or fraction thereof, the total mem- 
bership of the House will be 175. On this basis 
Connecticut, New York and Ohio will each 
gain a delegate and Kentucky, North Carolina 
and South Carolina will each lose a delegate.” 


(South Carolina was listed as having 922 
members. ) 


For some time we have felt that the method 
of determining the membership of the House 
of Delegates of the American Medical Asso- 
ciation was not as efficient as it might be. It is 
based entirely upon paid memberships and does 
not take into consideration the civilian popula- 
tion which the individual state associations 


serve nor the problems which these associations 
encounter. 
To be sure, the House of Delegates is the 
executive body of the American Medical As- 
sociation—and what could be fairer than to 
apportion delegates strictly according to a 
mathematical formula? But the House of 
Delegates is more than a mere executive body. 
It is, or should be, a cross section of the best 
medical minds in this country—and to secure 
that cross section, effort must be made to see 
that various areas (metropolitan, rural, in- 
dustrial, agricultural) are sufficiently repre- 
sented to weld an even balance of opinion. 
Let us see how things stand under the pres- 
ent method of apportionment. One state (New 
York) has three more delegates than the fol- 
lowing eighteen states combined, Arizona, 
Delaware, District of Columbia, Idaho, Kansas, 
Maine, Montana, Nevada, New Hampshire, 
New Mexico, North Dakota, Oregon, Rhode 


“Island, South Carolina, South Dakota, Utah, 


Vermont, Wyoming. Is it to the best interests 
of our national organization to give the dele- 
gates of a single state, regardless of how 
many physicians may live within her borders, 
the power to out vote the delegates of eighteen 
other states? Pennsylvania and Illinois (with 
a combined civilian population of 17.8 million) 
are entitled to the same number of delegates 
as are the following ten states (with a civilian 
population of 25.4 million); West Virginia, 
Virginia, North Carolina, South Carolina, 
Georgia, Florida, Alabama, Mississippi, Louisi- 
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ana, and Tennessee. If these ten states pre- 
sented a united front their opinions could be 
evenly balanced by two states. Oregon with 
twelve times the geographical area and one 
fourth the civilian population of Massachusetts 
is entitled to only one delegate while Massa- 
chusetts is allowed six. Surely Oregon—par- 
ticularly today—is having more than one sixth 
as many medical problems as is Massachusetts. 

We realize that the states with the most 
members in the American Medical Associa- 
tion should be the most heavily represented in 
the House of Delegates. But we also feel that 
the smaller states have their problems and 
their contributions to make to the progress of 
organized medicine and that they should be 
given more representation. 

We suggest, therefore, that the minimum 
number of delegates to which each state medi- 
cal association is entitled be two instead of 
one. This would afford the smaller states 
greater opportunity to participate in the affairs 
of the American Medical Association and at 
the same time would allow the larger states 
to retain their rightful place as leaders with 
their greater membership. Such an apportion- 
ment could be made easily under a plan where- 
by each state would be allowed two delegates 
for 1800 members or fraction thereof, and an 
additional delegate for each 900 (the exact 
figure would have to be determined) members. 
This method of apportionment would bring 
into one the two methods of representation 
now existent in our national Senate and House 
of Representatives. 

We bring this matter to the attention of the 
members of our own Association, particularly 
to the officers and to those who will be dele- 
gates to our own House of Delegates next 
year, with the suggestion that the House of 
Delegates of the South Carolina Medical As- 
sociation present a resolution, through its one 
delegate, to the House of Delegates of the 
American Medical Association advocating the 
change which we have outlined. 


KEEPING UP 


Recently we asked a colleague how much 
medical reading he was able to pursue at the 
present time. His reply, we believe, is char- 
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acteristic of what most physicians would say. 
“By the end of the day my brain is so fagged 
that I do well to read the Saturday Evening 
Post or the Readers Digest. A medical article 
puts me to sleep.” 

With the decrease in number of medical 
meetings now being held it is advisable for 
each physician to attend such meetings as are 
held in his vicinity. Furthermore, every effort 
should be made to have these meeting of real 
value. 

In line with the above thought the Medi- 
cal College Alumni Association is making 
plans for an outstanding Refresher Course 
this fall. The dates have been set, November 
3rd and 4th, and the following speakers have 
already indicated their willingness to take 
part: Dr. Leroy Gardner, Director of the 
Trudeau Foundation of the Saranac Labora- 
tory for the Study of Tuberculosis, Saranac, 
New York; Dr. Alfred Blalock, Professor of 
Surgery, Johns Hopkins University, Balti- 
more, Maryland; Dr. Roy Kracke, Professor 
and Chairman of the Department of Bacteri- 
ology, Pathology and Laboratory Diagnosis, 
Emory University, Atlanta, Georgia; Dr. 
Charles Christian Wolferth, Professor of 
Clinical Medicine, University of Pennsylvania ; 
Dr. Virgil Preston Willis Sydenstricker, Pro- 
fessor of Medicine, University of Georgia; 
Colonel John Theodore King, Chief of the 
Medical Clinic at Walter Reed General Hos- 
pital, Washington, D. C.; Founders Day 
Speaker, Dr. Henry Meleney, New York Uni- 
versity, Chairman of Committee on Teaching 
of Tropical Medicine of the Association of 
American Medical Colleges. 

Dr. Joe Waring and his committee are to be 
congratulated on the preparations which have 
already been made and it is the sincere hope 
of this Journal that members of the Associa- 
tion will mark the two days November 3 and 
November 4 on their calendars and that the 
attendance will be numbered by the hundreds. 


HONORARY MEMBERSHIPS 


There continues to be a misunderstanding 
on the part of some with regard to Honorary 
Memberships. 

In 1940 the House of Delegates of our 
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Association amended Section IV of the By- 
Laws to read as follows: 

“That any physician who has been a 
member in good standing for 40 consecutive 
years shall become, automatically, an Honorary 
Fellow of the Association, and 

“That any physician who has been a mem- 
ber in good standing for twenty-five consecu- 
tive years shall, upon his retirement from 
active practice, be eligible to Honorary Fellow- 
ship in the State Association, subject to a 
recommendation from his County Society and 
approval of the Council.” 

Up until 1940, continuous membership for 
thirty years was the qualification for Honorary 
Membership. Since 1940 the qualification is 
forty years of continuous membership. In 
other words, if a physician joined the Associa- 
tion in 1910 or previous to that date and has 
been a continuous member since that time, he 
is eligible for Honorary Membership. If a 
physician joined the Association in 1911 he 
will be eligible for Honorary Membership in 
1951 provided he pays his dues each year. The 
only exception is that which concerns the physi- 
cian who has retired and he is entitled to 
Honorary Membership after twenty-five years 
of consecutive membership. 


SENATE BILL 1161 


During the past few weeks a pamphlet dis- 
cussing Senate Bill 1161 has been sent to practi- 
cally every physician by the National Physi- 
cians Committee. An analysis of this Bill 
(also called the Wagner-Murray-Dingell Bill 
for Social Security Plan) by the Bureau of 
Legal Medicine and Legislation of the Ameri- 
can Medical Association also appeared in the 
June 26, 1943, issue of the Journal of the 
American Medical Association. 

These two manuscripts should be read and 
re-read by every physician and should be free- 
ly discussed. 

In brief, the Bill provides for free medical 
(both general and special), laboratory and 
hospital care for more than one hundred mil- 
lion people in this country. And it proposes 
to place in the hands of one man—the Sur- 
geon General of the Public Health Service— 
the power to: hire doctors and establish rates 
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of pay, establish fee schedules for services, 
establish qualifications for specialists, deter- 
mine what hospitals or clinics may provide 
service, and determine the number of indi- 
viduals for whom any physician may provide 
services. 

Should this Bill become law the entire sys- 
tem of medical practice as we know it today 
would be abolished. Physicians would be sub- 
ject to a bureaucratic system stemming from 
one man. 

Every physician is urged to discuss this 
matter with or to write to his state senator 
and his local congressman. Should any physi- 
cian not know the name of his senators or 
congressman the editor will be glad to send 
the information. 

Should any physician desire a copy of the 
pamphlet prepared by the National Physicians 
Committee or a copy of the Analysis by the 
Bureau of Legal Medicine (A. M. A.) the 
editor will be glad to secure this for him. 


A FORWARD STEP 


There are certain communities in South 
Carolina which are in need of the services of 
a practicing physician. In some way or other 
these needs must be met. 

The Council of our Association has realized 
the truth of the above statements for some 
time and has decided, wisely we believe, to 
attempt to solve this problem through our own 
Association rather than to wait for some 
Governmental Agency or the U. S. Public 
Health Service to step in and take charge. 

Dr. W. A. Smith, President of the Associa- 
tion, evolved a plan which he presented to 
Council. This plan was the result of his own 


‘thinking and that of many colleagues with 


whom he conferred. Council studied the plan 
very carefully at two different sessions, made 
certain modifications, and finally adopted it as 
a working principle. 

In brief, the plan provides for an appraisal 
of each community by the Councilor in that 
District. Should a community be found in 
which there is no physician and in which there 
is a real need for one this information will 
be sent to the General Steering Committee 
composed of the President of the Association, 
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Chairman of Council, Chairman of Procure- 
ment and Assignment, and the Secretary. After 
due consideration the General Steering Com- 
mittee shall then ask the Executive Committee 
of the State Board of Health to make an effort 
to supply that need through temporary subsi- 
dizing of a practicing physician. The State 
Board of Health shall secure a physician, after 
thorough investigation of his medical abilities, 
and shall place him in the community with a 
grant of $300 for moving and establishing his 
office, and with a subsidy of $300 per month 
for three months. It is clearly understood in 
the plan that the State Board of Health acts 
only as the Executive Agent of the Council 
and that it cannot institute the placing of any 
physician without the request and sanction of 
the General Steering Committee. 

There may be some who feel that this action 
of the Council is a direct step in the direction 
of Socialized Medicine since it involves the 
use of the State Board of Health in the secur- 
ing of practicing physicians. Council realizes 
that this criticism may be offered and discussed 
it freely but Council felt very strongly that 


’ there were two choices to be taken; (1) To 


allow some Federal Agency to handle the 
problem, or (2) to handle the problem it- 
self and to retain the organization and admini- 
stration of the plan in the hands of organized 
medicine. 

The full text of the adopted plan reads as 
follows: 


WHEREAS, A shortage of physicians in certain 
areas of South Carolina has become acute, largely 
by virtue of withdrawal of practitioners for military 
service, and 

WHEREAS, It has become advisable to take 
steps toward furnishing at least minimal medical 
services to these shortage areas, and 

WHEREAS, The medical profession of the State 
is the body best equipped to determine medical needs 
and the best methods of meeting them, and 

WHEREAS, The President of the South Carolina 
Medical Association has brought these considera- 
tions before the Council of the Association in the 
interim of regular conventions of the House of Dele- 
gates, and 

WHEREAS, The South Carolina State Board of 
Health is by law under the control of the South 
Carolina Medical Association, and is the proper 
health administrative agency through which the 
medical profession of the State may direct any pro- 
gram for the betterment of health conditions in the 
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State, now, therefore, be it resolved that: 

1. Council recognizes the above conditions and the 
urgent importance of instituting measures toward 
their improvement at the earliest possible time, and 
that: 

2. Council hereby directs the Executive Com- 
mittee of the State Board of Health to undertake a 
program to be known as the South Carolina Plan 
for the Relief of Shortage of Medical Service, which 
plan shall embody the following principles and pro- 
visions : 

A. In the war industry areas, such shortage may 
be expected to be met by the U. S. P. H. S., since 
it is related to Federal business, but that in certain 
rural areas, it is logically a matter for State atten- 
tion. 

B. In order to insure the real character of the 
need and, also, the best cure for it, the program 
shall be under control of the Council of the South 
Carolina Medical Association. The Chairman of the 
Council, the Procurement and Assignment Chairman, 
the President, and the Secretary, shall constitute 
a Steering Committee to which all controversial 
matters shall be referred. Their decision concerning 
matters of need and of replacement shall be final. 

C. In determining the individua! case of need, the 
Councilor of each Medical District shall be the 
regional agent. He may initiate a request for as- 
sistance in a shortage community or he may receive 
requests from other citizens of the area. 

He should secure the support of the physicians of 
the area, if any, and particularly of the County 
Medical Society concerned. This should be prede- 
termined, in preparation for the needed action. In 
proving any alleged need he should consult the 
physicians immediately related and other responsible 
citizens of the area. He shall then furnish this in- 
formation to the Steering Committee for a decision. 
If the need shall have been satisfactorily shown, the 
Committee shall notify the State Board of Health 
and request that the specified medical service be 
supplied. 

D. The practicing physicians to be employed in 
this shortage program shall be regular physicians, 
licensed to practice medicine in South Carolina, 
whose qualifications shall also be confirmed by the 
State Board of Health. They shall serve as inde- 
pendent physicians and not as assistants to other 
physicians. 

E. These physicians shall not be placed in towns 
in which there are already regular licensed practi- 
tioners, but in communities where there is no such 
doctor and about which a shortage area centers. 

In the exceptional case where there is a proven 
shortage of physicians in a town in which already 
reside one or more physicians, the Councilor of 
the District might deem it expedient to procure 
additional medical service. In such instances he shall 
make such a recommendation to the Steering Com- 
mittee. The Committee after adequate investigation 
shall take appropriate action. 
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F. Where a shortage occurs by virtue of the 
local physician having entered military service, im- 
mediately upon return of the then demilitarized phy- 
sician of that community or area, any replacement 
physician shall be withdrawn, or financial assistance 
rendered by the State Board of Health shall cease. 

It shall be considered, however, that although this 
physician shortage program resulted from condi- 
tions brought about largely by war, it shall be con- 
tinued after the war so long as like shortages exist 
and so long as money for its administration is avail- 
able. 

G. The financial support and administration of 
this program shall be conducted by the State Board 
of Health, through State appropriation and /or any 
other available source. If possible, the community 
served should be required to furnish a certain part 
of the funds used in its own service. 

H. The selection and direction of the physicians 
used in this program shall be made by the State 
Health Department, in cooperation with the State 
Chairman of Procurement and Assignment for 
Physicians. 

The physicians shall be subsidized through the 
State Health Department by the payment of the 
initial amount of $300 in lieu of the purchase of 
equipment, and of $300 per month, each so long as 
they are subject to this program. 


They shall be allowed the privilege of charging 
and collecting fees for their services, just as in the 
usual practice of medicine, and to retain such fees 
for their own use. 

The term of such subsidy shall be limited to 
three months if this length of period shall be neces- 
sary, subject to renewal if the need for assistance 
shall be shown to continue. 

I. In case of emergency and necessity, where such 
an arrangement cannot be made in time to meet the 
demand, the Health Department may employ a full 
time physician for service in the needy area. Such 
physician shall be subject to withdrawal as soon as 
substitution may be made by subsidized physician 
or as soon as the particular shortage no longer 
exists. 


NEWS FROM THE MEDICAL COLLEGE 


Under its accelerated program the Medical 
College held its first March graduation of 
medical students and nurses on the 19th of 
that month. There was a roll of some ninety 
graduates receiving diplomas in the two schools. 
George D. Grice, acting president of the Col- 
lege of Charleston, delivered the annual ad- 
dress. Dr. F. Macnaughton Ball was the win- 
ner of the Ravenel award for the best thesis 
on a public health subject. Later his paper ap- 
peared in the May issue of this Journal. 
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Between March 26 and 29, fifty students re- 
ported to the medical college to enroll in a new 
class. On July 1 a new group of nurses en- 
tered the nursing school. 

On Wednesday, June 2, 1943, the annual 
meeting of the board of trustees was held to 
receive the faculty’s recommendation of the 
candidates for the degree of bachelor of science 
in pharmacy. All five were approved. 

By action of the faculty at its annual meet- 
ing Wednesday, June 2, 1943, Dr. Paul W. 
Sanders, associate in urology was advanced to 
the rank of assistant professor, Dr. Robert M. 
Hope, associate in ophthalmology, rhinology 
and otolaryngology, was advanced to assistant 
professor; Dr. J. M. Settle was advanced to 
the position of associate in obstetrics and gyne- 
cology; Mr. J. A. Richardson was advanced 
to the position of instructor in physiology and 
pharmacology; Dr. Morris Belkin was ad- 
vanced to the position of associate in phar- 
macology; Dr. B. O. Ravenel was advanced 
to the position of associate in pediatrics; Dr. 
D. L. Maguire, Jr. was appointed teaching 
fellow in surgery, and Mr. J. B. Sanford was 
appointed technical assistant in bacteriology. 

Beteween June 12 and July 1 a recess was 
granted to the medical students before the 
Army and Navy students were called to active 
duty. When the students returned from Fort 
Jackson at Columbia in July they were in 
the uniform of the Army; the Navy group 
will be uniformed in two or three weeks. 

Dr. Daniel W. Ellis, Associate in the De- 
partment of Clinical Pathology, is being sent 
to the Army Medical School in Washington, 
July 3 through August 28, for a course in 
Tropical Medicine. 


ESTES SURGICAL 
SUPPLY COMPANY 
Phone WAlnut 1700-1701 
56 Auburn Avenue 


ATLANTA, GA. 
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Journal or THE SouTH CaRoLINA MEDICAL ASSOCIATION 


by 
AERO SAKOS 


For some time now, this co!umn has been more 
than casually disturbed about the inroads of so-called 
State Medicine into Organized Medicine. We would 
like to dismiss the subject by quoting Ruskin who 
stated “There is hardly anything in the world that 
some men cannot make a little worse and sell a 
little cheaper, and the people who consider Price 
only are such men’s lawful prey.” 

Possibly the Medical Profession is to blame too, 
for this unnecessary evil and perhaps finds itself 
in the same spot as the young man at the famous 
shrine, as related by Joe Cannon. It seems that at 
this Holy place, forgiveness could be obtained if the 
sinner would crawl on his hands and knees up- 
stairs and there confess his sin. On his way up the 
stairs, this young man was stopped by an elderly 
lady who seemed to have caught her dress in a 
sliver of wood. She asked, “Young man, will you 
please lift my skirt for me?” His very quick reply 
was, “My dear Lady, that’s the very reason I’m 
crawling up these steps now.” Perhaps Organized 
Medicine has been lifting skirts. 

Of course, State Medicine would necessarily mean 
that reports to our commanding “ward heelers” 
would turn out to be lengthy communiques. For 
instance suppose a patient was admitted to the hos- 
pital, given an enema, a hypodermoclysis and oral 
feedings. The report would read something like 
this: Reinforcements arrived in appreciable num- 
bers and unit placed under cover. The weakened 
rear was fortified with soap-suds instillation; the 
almost completely exhausted water supply was re- 
filled with fluids under force, while foodstuffs were 
carried to the patient via the tortous G. I. route. The 
evening communique states that “the patient is 
holding his own.” 

Ridicule will hardly clear up the situation how- 
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ever, and misunderstanding and ignorance only con- 
fuse us the more. Witness the following: A middle 
aged woman lost her balance and fell out of a 
window into a garbage can. A Chinaman passing 
remarked: “Americans velly wasteful. That woman 
good for ten years yet.” 


It has always seemed to the editors of this column, 
that in order to recruit new members for any group 
it was necessary to offer the people who were pros- 
pects something better than they were privileged to 
have at that time. State medicine doesn’t offer the 
people anything that Organized medicine can’t give 
them. State Medicine cannot give that something 
to the people because State Medicine does not have 
it. Here we find how State Medicine and the old 
Storekeeper differ. 

It seems that a stranger stopping in for a purchase 
at a typical looking country store was astonished 
to see the store almost completely filled with sacks 
and packages of table salt. Turning to the old man 
he remarked, “You sell a lot of salt, don’t you?” 
After a moments hesitation, the storekeeper replied, 
“Well, no I don’t. As a matter of fact, I didn’t sell 
ten pounds last year; but this fall there came through 
here the salt sellingest Son of a Gun you ever saw.” 

This column is simply the illegitimate department 
of the very worthy Journal in which it is published. 
All opinions expressed are not those of the editor, 
thank heavens, and probably will never reach the 
eyes of many of the readers. 


We cooperate with the physicians at 
all times 


HUNLEY’S DRUG 
STORE 


286 King St. Charleston, 8. C. 
Telephone 5541 


“EXCLUSIVELY for ALCOHOLISM" | 


Giving the CONDITIONED REFLEX TREATMENT 
for ALCOHOLISM (3 days) 


James S. Milliken, M.D. 
SOUTHERN PINES, N. C. 


Telephone 
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BOOK REVIEWS 


BURNS, SHOCK, WOUND HEALING AND 
VASCULAR INJURIES 


W. B. Saunders Co., Philadelphia 


This is one of a series of military surgical manu- 
als which are being published under the auspices of 
the Division of Medical Sciences of the National 
Research Council to provide the military depart- 
ments of the U. S. Army and Navy with compact 
presentations of necessary information in the field 
of military surgery. 

Each subject in this volume is briefly but com- 
prehensively described by a recognized authority 
which makes the book of great value also to civilian 
physicians in their daily work. It is fitting that the 
section on burns should have been written under 
the direction of Roy McClure of the staff of the 
Henry Ford Hospital where Davidson did his 
monumental work on the tannic acid therapy of 
burns. The question of dosage and time in the 
administration of serum to the severely burned pa- 
tient is practically and satisfactorily answered. 


THE ANATOMY OF THE NERVOUS SYSTEM 


Ranson—Seventh Edition 
W. B. Saunders — 1943 


This outstanding work on Neuro-Anatomy has 
been revised by the original author. Certain sections 
have been entirely rewritten and other sections have 
been condensed more in detail; thus, somewhat, in- 
creasing the length of the book and making it an 
even more valuable book for basic study and refer- 
ence. The sections on the sympathetic nervous 
system has been rewritten and is presented in very 
concise and understandable manner. In the light 
of recent work the sections on the dorsal thalamus 
has been revised and clarified. 


MANUAL OF CLINICAL THERAPEUTICS 


By Windsor C. Cutting, M.D. 
Associate Professor of Therapeutics, Stanford Uni- 
versity School of Medicine, San Francisco, 
California 


Cloth. Price $4.00. Pp. 609. Philadelphia and London: 
W. B. Saunders Company, 1943. 


A decade ago many medical schools rather neg- 
lected the study of therapeutics. Today because of 
advances in bacteriology, pathology, and the advent 
of new drugs, this subject has come into promin- 
ence. There are several well known works on treat- 
ment already available, but occasionally one wishes 


to review hurriedly the therapy of some disease. 
This volume, although concise and not at all com- 
parable with the larger works, does give a very 
clear description of the uses of drugs in the treat- 
ment of diseases. 

In the appendix there is a section on special pro- 
cedures; on physiotherapy and the treatment of 
poison. Also there is a section on diets. The book 
has unusually clear print. About twenty pages are 
allotted to a list of prescriptions and drugs, with 
their uses and average doses. It should be helpful 
to the medical student. 

R. M. P. 


RHEM’S DRUG STORE 
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Phone 278 Florence, 8. C. 


Powers & Anderson 
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ESSENTIALS OF SYPHILOLOGY 


By Dr. Rudolph H. Kampmeier, A.B., M.D. 
Associate Professor of Medicine, Vanderbilt Uni- 
versity School of Medicine; in Charge of the 
Syphilis Clinic and Visiting Physician to Vander- 

bilt University Hospital. 


Cloth. Price $5.00. Pp. 518. 87 Illustrations. Phila- 
delphia, London, and Montreal. J. B. Lippincott 
Company, 1943. 


After an era of hush-hush, syphilis now has come 
out into the open. Its effects in civil and military 
life are commonly discussed in newspapers and lay 
magazines. The treatment of syphilis today, is large- 
ly in the hands of private and public health physi 
cians who have had training in this important 
malady. It is no longer considered an infection which 
belongs to the dermatologist, to the obstetrician, to 
the pediatrician, or to the neurologist, but rather 
to the internist or syphilologist. It is properly view- 
ed as a systemic disease. 

Many hospitals and teaching institutions have a 
syphilis clinic. This book is based on the experi- 
ences at the syphilis clinic at Vanderbi!t University 
Hospital. Over six thousand cases have been studied 
there, and statistical data of value analyzed. The 
work has chapters on serology, the examination 
of the patient, therapeutic agents, marriage and 
syphilis, congenital syphii:s, syphilis and pregnancy, 
etc. 

Excerpts from many case histories are given to 
illustrate important statements in the text. The 
illustrations which are numerous are unusually 
clear. On the whole this volume should be very help- 
ful in imparting a clear and comprehensive knowl- 
edge of syphilis, its manifestations and treatment 
to the medical student and to the practitioner. 

x P. 


NUTRITION AND DIET IN HEALTH AND 
DISEASE 


By James S. McLester, M.D. 
Professor of Medicine, University of Alabama, 
Birmingham, Alabama. 


Fourth Edition. Cloth. Price $8.00. Pp. 849. 
Philadelphia and London: W. B. Saunders Company, 
1943 


Nutrition is one of the commonest topics of con- 
versation today. One is constantly reading or listen- 
ing to a discussion of vitamins, calories and food 
requirements. A few years ago scarcely anyone, 
aside from a few doctors and dietitions, ever men- 
tioned food. Now the airways and the book shelves 
are cluttered up with the subject. 

It is only occasionally that one comes across a 
volume that is clear, authoritative and interesting. 
Such is this work of Dr. McLester. The volume 
gives sufficient space to food in health, and about 
an equal amount to the diet in disease. Diabetes 
mellitus and the avitaminoses are particularly well 
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POSTPARTUM BACKACHE 


often averted by prescribing a 


SPENCER 


Maternity Support 
for wear during pregnancy 


Orthopedists tell us that they are noting an in- 
creasing number of postpartum back cases, 
particularly among primaparas. 


Young mothers, unaccustomed to baby care 
and the physical exertion of home-making, are 
often handicapped by weakened back and ab- 
dominal muscles. Lifting of the child, bending 
and stooping, plus postpartum fatigue, induce 


back derangements. 


Patient with 5 months’ de- 
velopment wearing an In- 
dividually Designed Spen- 
cer Maternity and Breast 
Support. Usable after 
childbirth, tool 


SPENCE 


By wearing a Spencer 
Support during pregnan- 
cy, designed especially 
for her, the patient is pro- 
tected against undue fa- 
tigue and back strain be- 
fore and after childbirth. 


A light, flexible Spen- 
cer Maternity Support 
will be individually de- 
signed for your patient. It 
will provide support for 
lower abdomen, with 
freedom at upper abdo- 
men; improve posture; 
relieve pressure; prevent 
and relieve backache and 
nausea when not patho- 
logical. Designed of non- 
elastic material. Guaran- 
teed never to lose its 
shape. Easily adjusted to 
increasing development. 


Spencer Supports are never 
sold in stores. For a Spencer 
Specialist, look in telephone 
book under “Spencer Corse- 
tiere” or write direct to us. 


INDIVIDUALLY 
DESIGNED 


Abdominal, Back and Breast Supports 


SPENCER INCORPORATED, 


137 Derby Ave., New Haven 7, Conn. May We 
In Canada: Rock Island, Quebec, Send You 
In England: Spencer (Banbury) Ltd., Banbury, Oxon. Booklet? 


— send me booklet, ‘“‘How Spencer Supports 


he Doctor's Treatment.” 
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feeding the sick and has studied his subject 
thoroughly. Each chapter has a very satisfactory 


bibliography appended. 
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handled. The author has had much experience in 


average book published today. 
R. M. P. 
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The previous editions were good but this one 
undoubtedly is the best, and further it is up to date. 
The paper and the print are far better than in the 


Pathological Conference, Medical College of the State 


of South Carolina 
KENNETH M. LYNCH. M. D., PROFESSOR OF PATHOLOGY 


ABSTRACT NO. 487 


Student W. H. McCaw (presenting) : 


History: 57 year old white woman admitted in 
poor condition and not able to give adequate his- 
tory. Daughter stated that patient had been com- 
plaining of lower right quadrant pain for three 
weeks and had been nauseated with frequent vomit- 
ing during past week. 

Had been short of breath for several years, more 
noticeable during past year, with swelling of feet 
and ankles. The latter had not occurred recently. 

Physical Examination: T 100. P-87. R-28. B. P. 
110/70. Markedly obese, acutely ill, dyspneic and 
dehydrated. Signs of bilateral iridectomy. Neck 
veins not distended. Few scattered rales over both 
lung bases posteriorly. Distinct cardiac arrhythmia. 
No definite murmurs. Heart was of indefinite gener- 
ous normal size. Abdomen: definite tenderness in 
right upper quadrant with tendency to be generalized. 
Definite rigidity over entire abdomen. Right foot 
and leg cadaverous up to knee. 

Laboratory Data: Catherized specimen showed 
Sp. Gr. 1.014 with 1 plus albumin and acetone and 
from 1-2 WBC. A second urinalysis showed the 
same findings except for the absence of acetone and 
WBC. 

Blood: WBC 23,400. PMN 86%. Hb. 11 Gm. 

Course: On day following admission patient in 
shock and practically in extremis. Moderate cya- 
nosis and clamminess of extremities. Heart sounds 
faint and totally irregular; with sphygmomanometer 
in place an occasional beat was heard at 80 mm., 


but pulse could not be felt except in carotids. Ab- 
domen definitely rigid with generalized tenderness. 
Rebound tenderness. Treated for shock and rallied 
slightly, but again became pulseless. Temperature 
showed steady rise to 105 (axillary) terminally. 
Died on second day after admission. 

Dr. Kredel (conducting): Mr. Garrison, give us 
your diagnosis and the reasons for it. 

Student Garrison: My first impression was mesen- 
teric occlusion and the second was chronic appendi- 
citis with rupture and some accompanying heart 
lesion. The right lower quadrant pain, nausea and 
vomiting are consistent with appendicitis. The 
bacterial organisms spread through the wall and 
caused a generalized peritonitis. The nature of the 
cardiac condition cannot be definitely stated, but the 
totally irregular pulse suggests auricular fibrilla- 
tion and it seems likely that she had vegetations in 
the left ventricular or auricular cavities. The cada- 
verous right leg may be explained on embolism, 
thrombosis or simply arteriosclerosis. Embolism is 
usually characterized by sudden, acute pain with 
rapid development of gangrene. Clinical indication 
of a source of the embolus is also helpful. Throm- 
bosis is similar, but not as rapid. Arteriosclerosis 
is usually about the same as thrombosis, in fact they 
are usually associated. No statement about the con- 
dition of the peripheral arteries is made. 

Dr. Kredel: What do you think was the nature 
of the heart disease? 

Student Garrison: I think bacterial endocarditis 
grafted on an old rheumatic injury is the most 
likely. There was certainly some cardiac decom- 
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pensation as indicated by the rales, dyspnea and 
slight edema. I do not think that coronary throm- 
bosis can be completely eliminated, particularly since 
it is capable of producing abdominal symptoms that 
may be confused with appendicitis. If she had 
generalized arteriosclerosis, thrombus formation of 
an atheromatous plaque in a mesenteric vessel may 
have produced occlusion with infarction of bowel 
and peritonitis. 

Dr. Kredel: Do you think appendicitis is still 
a possibility ? 

Student Garrison: I am unable to rule it out. 

Dr. Kredel: Mr. Jenkins, what is your opinion? 

Student Jenkins: I think the history is more fit- 
ting to a ruptured appendix with spread of infection 
to the superior mesenteric vein resulting in a throm- 
bosing phlebitis with gangrene of the intestine. 

One can not eliminate the fact that arteriosclerosis 
may have been responsible for the entire process. 
Lesions in the heart, mesenteric vessels and leg 
might all be explained on this basis. There may have 
been myocardial infarction and mural thrombosis 
with emboli to mesenteric artery and leg. 

Carcinoma of colon with secondary infection and 
spread to peritoneum is another remote possibility, 
as is a dissecting aneurysm. 

Dr. Kredel: Mr. Finger, will you summarize your 
ideas of the diagnostic possibilities? 

Student Finger: The physical findings and clini- 
cal story point to appendicitis as the most likely 
lesion. As appendicitis is one of the most common 
causes of mesenteric venous thrombosis I think that 
this is probably a complicating feature. I also con- 
sidered acute pancreatitis, but believe it would have 
run a more rapid course. Intestinal obstruction can- 
not be excluded, but mesenteric thrombosis in itself 
produces obstruction, so I cannot be sure that ob- 
struction was a primary factor. 

Dr. Kredel: Do you ignore the heart? 

Student Finger: No, I thought of coronary 
thrombosis, infarction, ventricular thrombosis and 
a mesenteric embolus, but the onset of this woman’s 
illness and its duration seems to be more fitting to 
appendicitis. 

Dr. Kelley: When I saw this patient her symp- 
toms impressed me as pointing to an acute abdomi- 
nal catastrophe. I also thought she had generalized 
arteriosclerosis and some damage to her heart, but 
did not feel that this was primary. 

Dr. Kredel: I get the clear impression that this 
woman had some heart disease. I am also sure she 


had peritonitis. Occlusion of a mesenteric vessel 
by an embolus seems a good possibility. I think 
venous thrombosis from appendicitis less likely. 
Acute pancreatic necrosis is another lesion which 
appears to be a likely possibility. 

Dr. Lynch (Demonstrating gross specimens): I 
wish to differ with Mr. Garrison as to his choice 
of terms and would like to know what he means 
by chronic appendicitis with rupture into abdomen. 
There is a question as to whether there is really 
such a thing as chronic appendicitis. It is certainly 
not generally accepted in the usual sense of the 
term. I think Garrison means recurrent appendicitis. 
An appendix may be subject to an acute attack with 
subsidence, but as a result there may be obstruction 
of the neck or varying degrees of stricture of the 
lumen. This is prone to cause recurrent attacks. 
When secretions or fecal material are prevented 
from escaping into the cecum, distention with im- 
pairment of blocd supply and necrosis of wall are 
likely to follow. 

This woman had a gangrenous appendix with 
rupture of the tip. There was a well developed 
generalized peritonitis with the formation of mul- 
tiple abdominal abscesses. There was also throm- 
bosis of the superior mesenteric artery with in- 
farction of the small intestine. Here you see throm- 
bus formation on an arteriosclerotic plaque in the 
main trunk of the superior mesenteric artery. This 
thrombosis was related primarily to arteriosclerosis 
rather than the appendicitis. We have speculated up- 
on the possibility of the thrombosis occuring as a 
complication of the profound state of shock which 
was produced by the peritonitis. It is possible that 
the changes in blood dynamics caused by the shock 
resulted in the formation of a thrombus on a site 
suitably prepared by the arteriosclerosis. There was 
also coronary arteriosclerosis with myocardial fib- 
rosis, but no thrombus formation or vegetations. 
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THE WAGNER-MURRAY-DINGELL SOCIAL 
SECURITY PLAN 


AN ANALYSIS PREPARED BY THE BUREAU OF LEGAL 
MEDICINE AND LEGISLATION, AMERICAN 
MEDICAL ASSOCIATION 


Reprinted from the Organization Section of The 
Journal of the American Medical Association, 
June 26, 1943, Vol. 122, pp. 609-611 


Copyright 1943, by American Medical Association 


Referred to generally as embodying an American- 
ized Beveridge plan but offered in Congress, ac- 
cording to Senator Wagner, “simply as a basis for 
legislative study and consideration,” legislation was 
introduced, June 3, in the Senate by Senator Wag- 
ner, New York, for himself and Senator Murray, 
Montana, and in the House by Representative Dingell, 
Michigan, proposing to create a Unified National 
Social Insurance System (S. 1161; H. R. 2861). The 
Senate bill is pending in the Senate Committee on 
Finance and the House bill on the House Committee 
on Ways and Means. 

The system proposed to be created will be financed 
in general from a trust fund established by a 6 per 
cent employee and a 6 per cent employer contribu- 
tion on all wages and salaries, up to the first $3,000 
a year, paid or received after Dec. 31, 1943. Included 
in this proposed system will be a system of public 
employment offices, increased old age and survivors’ 
insurance benefits, temporary and permanent disa- 
bility insurance benefits, protection to individuals in 
the military service, increased unemployment in- 
surance benefits under a federalized unemployment 
system, maternity benefits, medical and hospitaliza- 
tion insurance benefits, a broadening of the basis of 
the existing social security program to embrace some 
15,000,000 persons now excluded, such as farm work- 
ers and domestic servants, employees of nonprofit 
institutions, independent farmers, members of the 
professions and other self-employed individuals, and 
a unified public assistance program. There follows 
an analysis of those provisions of the ninety page bill 
that appear to be of particular concern to medicine. 


DISABILITY BENEFITS PLUS MEDICAL CARE 


The bill broadens the existing social security cover- 
age by providing for the payment of cash perma- 
nent disability benefits to beneficiaries. In addition to 
such cash benefits, the Social Security Board, through 
the Surgeon General of the Public Health Service, 
will be authorized to make provision for furnishing 
medical, surgical, institutional, rehabilitation or 
other services to disabled individuals entitled to re- 
ceive insurance benefits, if such services will aid in 
enabling such individuals to return to gainful work. 
Such services, it is contemplated, will be furnished 
“by qualified practitioners and through governmental 
and nongovernmental hospitals and other institutions 
qualified to furnish such services.” In administering 
the provisions of this particular section of the bill, 
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the Surgeon General and the Social Security Board 
will follow as far as applicable the procedure outlin- 
ed by another section of the bill relating to medical, 
hospitalization and related benefits generally. 


MEDICAL, HOSPITALIZATION AND RELATED BENEFITS 
IN GENERAL 

Section 11 of the bill proposes to add a new title 
to the Social Security Act, title IX, providing for 
a federal system of compulsory medical and hos- 
pitalization insurance for all persons covered under 
the old age and survivors’ insurance, and their de- 
pendents. Each insured worker and his dependent 
wife and children will be entitled to receive general 
medical, special medical, laboratory and hospitaliza- 
tion benefits. In addition, the system is made elastic 
so that it may be enlarged in its coverage to admit 
other beneficiaries on a voluntary basis, such as 
self-employed individuals and employees of states 
and political subdivisions. 

In order to appreciate the broad scope of this new, 
title, consideration must initially be given to the 
meaning of the words and phrases used in it. The 
term “general medical benefit” means services fur- 
nished by a legally qualified physician, including all 
necessary services such as can be furnished by a 
physician engaged in the general practice of medi- 
cine, at the office, home, hospital or elsewhere, in- 
cluding preventive, diagnostic and _ therapeutic 
treatment and care, and periodic physical exami- 
nations. 

The term “special medical benefit” means neces- 
sary services requiring special skill or experience, 
furnished at the office, home, hospital or elsewhere 
by a legally qualified physician who is a specialist 
with respect to the class of service furnished. 

The term “laboratory benefit” means such neces- 
sary laboratory or related services, supplies or com- 
modities, not provided to a hospitalized patient and 
not included as a part of the general or special 
medical benefit as the Surgeon.General of the United 
States Public Health Service may determine, includ- 
ing chemical, bacteriologic, pathologic, diagnostic 
and therapeutic x-ray and related laboratory serv- 
ices, physical therapy, special appliances prescribed 
by a physician, and eye glasses prescribed by a 
physician “or other legally qualified practitioner.” 

The term “hospitalization benefit” means (1) not 
less than $3 and not more than $6 for each day of 
hospitalization, not in excess of thirty days, which 
an individual has had in a period of hospitalization; 
(2) not less than $1.50 and not more than $4 for each 
day of hospitalization in excess of thirty in a period 
of hospitalization; and (3) not less than $1.50 and 
not more than $3 for each day of care in an insti- 
tution for the care of persons suffering from chronic 
ailments. The exact amount of the benefit, between 
the minimums and maximums stated, will be fixed 
by the Surgeon General of the Public Health Service 
after consultation with the National Advisory Medi- 
cal and Hospital Council to be created by the bill 
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and after approval by the Social Security Board. 
In lieu of such compensation, the Surgeon General 
may, after approval of the Social Security Board, en- 
ter into contracts with participating hospitals for 
the payment of the reasonable cost of hospital serv- 
ice, at rates for each day of hospitalization neither 
less than the minimum nor more than the maxi- 
mum applicable rates previously mentioned. Such 
payments will constitute full reimbursement, the 
biil provides, for the cost of essential hospital serv- 
ices, including the use of ward or “other least ex- 
pensive facilities compatible with the proper care 
of the patient.” 


PANEL OF PHYSICIANS TO SUPPLY MEDICAL CARE 


The Surgeon General will be required to publish 
and otherwise make known in each area to indi- 
viduals entitled to benefits the names of general 
practitioners who have signified their willingness 
or desire to participate in the insurance program. 
Any !egally qualified physician may so participate. 
A beneficiary may select any physician appearing on 
the panel to treat him subject to the consent of the 
physician selected, and may change such selection 
in accordance with such rules and regu‘ations as 
may be prescribed. The Surgeon General may set 
maximum limits to the number of potential bene- 
ficiaries for whom a general practitioner may under- 
take to furnish medical benefits. Such limits may be 
nationally uniform or may be adapted to take ac- 
count of “relevant factors.” 


The services of specialists will ordinarily be avail- 
able only on the advice of the general practitioner. 
The Surgeon General will determine what constitutes 
specialist services and will also determine the quali- 
fications of physicians as specialists “in accordance 
with general standards previously prescribed by him 
after consultation with the council and utilizing 
standards and certifications developed by competent 
professional agencies.” 


PAYMENTS FOR THE SERVICES OF PHYSICIANS 


Payments to general practitioners may be made 
(1) on the basis of fees for services rendered, ac- 
cording to a fee schedule approved by the Surgeon 
General; or (2) on a per capita basis, the amount 
being according to the number of individuals en- 
titled to benefits who are on the practitioner’s list; 
or (3) ona salary basis, whole or part time; or (4) 
on a combination or modification of these bases. 
The method of payment, subject to the approval of 
the Surgeon General, will apparently be determined 
in each area in accordance with the desires of a 
majority of the general practitioners collaborating 
with the insurance program. 


Payments to designated specialists may include 
payments on salary (whole time or part time), “per 
session,” fee for service, per capita, or other basis, 
or combinations thereof. Apparently the method of 
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payment to be adopted for specialists will be deter- 
mined by the Surgeon General. 

Payments for medical services may be nationally 
uniform or may be adapted to take account of 
“relevant factors.” In any area where payment for 
the services of a general practitioner is on a per 
capita basis, the bill provides that the Surgeon Gen- 
eral shall distribute on a pro rata basis among the 
practitioners of the area on the panel those indi- 
viduals in the area who, after due notice, have failed 
to select a general practitioner or who, having made 
a selection, have been refused by the practitioner. 

The bill provides that in each area the provision of 
general medical benefit for all individuals entitled 
to receive such benefit “shall be a collective responsi- 
bility of all qualified general practitioners in the 
area who have undertaken to furnish such benefit.” 


LIMITATIONS ON GENERAL MEDICAL AND 
LABORATORY BENEFIT 


The Surgeon General and the Social Security 
Board may determine for any calendar year or part 
thereof that every individual entitled to general 
medical benefit may be required by the physician 
attending him to pay a fee with respect to the first 
service or with respect to each service in a “spell of 
sickness” or course of treatment if it is believed that 
such a determination is necessary and desirable to 
prevent or reduce abuses of entitlement to such 
benefits. Maximum size of such fee may be fixed by 
the Surgeon General and the Social Security Board 
at an amount estimated to be sufficient to prevent or 
reduce abuses and not such as to impose a sub- 
stantial financial restraint against proper and needed 
receipt of medical benefit. Likewise the Surgeon 
General and the Social Security Board may limit 
the application of such fees'to home calls, office visits 
or both. 


PARTICIPATING HOSPITALS 


For a hospital to participate in this insurance pro- 
gram, it must have been approved by the Surgeon 
General under standards prescribed by him after 
consultation with the council. A hospital to be ap- 
proved must provide all necessary and customary 
hospital services and must be found to afford pro- 
fessional service, personnel and equipment adequate 
to promote the health and safety of individuals 
customarily hospitalized in such institution. The 
Surgeon General may approve or accredit a hospital 
for limited varieties of cases and may accredit an 
institution for the care of the “chronic sick.” In de- 
termining the adequacy of the professional service, 
personnel and equipment of any such institution, the 
Surgeon General may take into account the purpose 
of such limited accrediting, the type and size of 
community which the institution serves, the avail- 
ability of other hospital facilities, and such other 
matters as he may deem relevant. 


(To Be Concluded in September Issue) 
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